APPENDI X G

DEFI NI TI ON OF TERVB
Ref er ences
20 CFR Part 10. Federal Enployees' Conpensation Act.

20 CFR Part 701. Longshorenen's and Harbor Wrkers' Conpensation
Act and Rel ated St at ut es.

Definition of Terns

Benefits or Conpensation (FECA) neans the noney paid or payable
under the Act to the enpl oyee on account of |oss of wages or | oss
of wage-earning capacity, and to enunerated survivors on account of
t he enpl oyee's death, and includes any other benefits paid for from
the Enployee's Conpensation fund such as schedul ed conpensation
under 5 U. S.C. 8107, nedical diagnostic and treatnent services
supplied pursuant to the Act and this part, vocationa

rehabilitation services, additional noney for services of an
attendant or for vocational rehabilitation under 5 U S. C 8111, and
funeral expenses under 5 U S C 8134, but does not include
continuation of pay as provided by 5 U. S.C. 8118.

Continuation of Pay (COP) (FECA) neans continuation of an
enpl oyee's regular salary for up to 45 cal endar days of wage | oss
due to disability and/or nedical treatnment following a traumatic
injury. The intent of this provisionis to elimnate interruption
of the enployee's inconme while the Departnment of Labor's Ofice of
Wr kers' Conpensation Program (OACP) is processing the claim COP
is not considered conpensation and is therefore subject to
deductions for incone tax, retirenent, etc.

Controvert (FECA) neans to dispute, challenge, or deny the validity
of a claimfor workers' conpensation and/or claimfor COP. Unless
t he enpl oyi ng agency controverts the claimfor one of the reasons
listed below, the enployee is entitled to COP for up to 45 cal endar
days of disability. The enploying agency mnust continue the
enpl oyee's pay unless the controversion is based on one of the nine
reasons listed on the back of the Federal Enployee's Notice of
Traumatic Injury and Caim for Continuation of Pay/Conpensation
(Form CA-1).

Disability (FECA) neans incapacity because of injury to earn the
wages whi ch the enpl oyee was receiving at the tinme of injury in the
sane or any other enploynent; but such term shall nean permanent
i npai rnment, determned (to the extent covered thereby) under the
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gui des to the evaluation of permanent inpairnent promul gated and
nmodified fromtinme to tine by the Anerican Medical Association, in
the case of an individual whose claim is described in section
910(d)(2) of this title (33 U S.C).

| npai rment (FECA) neans any anatom c or functional abnormality or
loss. A permanent inpairnment is any such abnormality or |loss after
maxi mum nmedi cal i nprovenent has been achi eved.

Injury (FECA) nmeans wound or condition of the body induced by
accident or trauma, and includes a disease or illness proximtely
caused by the enpl oynent for which benefits are provided under the
Act . The term "injury" includes damage to or destruction of
medi cal braces, artificial linbs, and other prosthetic devices
whi ch shall be replaced or repaired; except that eyeglasses and
hearing aids shall not be replaced, repaired, or otherw se
conpensated for, unless the damage or destruction is incident to a
personal injury requiring nmedical services.

| njury (LHWCA) nmeans accidental injury or death arising out of and
in the course of enploynent, and such occupational disease or
infection as arises naturally out of such enploynent or as
naturally or unavoidably results fromsuch an accidental injury and
includes an injury caused by the wllful act of a third person
directed agai nst an enpl oyee because of his enpl oynent.

Cccupational disease or illness (FECA) neans a condition produced
in the work environnment over a period | onger than a single workday
or shift by such factors as systemc infection; continued or
repeated stress or strain; or exposure to hazardous el enents such
as, but not Ilimted to, t oxi ns, poi sons, funes, noi se
particul ates, or radiation, or other continued or repeated
conditions or factors of the work environnent.

The term physician (FECA) includes surgeons, podiatrists, dentists,
clinical psychol ogists, optonetrists, osteopathic practitioners,
and chiropractors wthin the scope of their practice as defined by
State | aw. Under FECA, the services of chiropractors nay be
rei nbursed only for treatnent consisting of manual subluxation as
denmonstrated by X-ray to exist. The term "subluxation" is defined
as an inconplete dislocation, off-centering, msalignnment, fixation
or abnormal spacing of the vertebrae anatomcally which nust be
denmonstrable on any X-ray film to individuals trained in the
readi ng of X-rays.

Tenporary aggravati on (FECA) neans that factors of enpl oynent have
directly caused an underlying or pre-existing condition, disease or
illness to be nore severe for a definite limted period of tinme and
thereafter | eaves no greater inpairnment than existed prior to the
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enpl oynment injury.

Traumatic injury (FECA) nmeans a wound or other condition of the
body caused by external force, including stress or strain, which is
identifiable as to time and place of occurrence and nenber or
function of the body affected. The injury nust be caused by a
specific event or incident or series of events or incidents within
a single work day or workshift.

SAMPLE PROTOCOL FOR | NJURED WORKERS

- Injured worker reports to supervisor. (CA-1 initiated)

- Supervisor: 1. Arranges appropriate transportation for
enpl oyee i.e. anbul ance, governnent vehicle or
privately owned vehicle, to occupational
health (OH) unit or nedica
treatnment facility (MIF).

2. Notifies Safety of injury. (Safety notifies
| CPA)

- OHwunit or MIF provides assessnent, energent care and
docunentation of injury including history of injury.

- OHor MF offers treatnent of injury.

| f enployee elects care | f enployee elects care
fromOH unit or MIF: fromoprivate physician
* Care provided to the extent * OHunit calls private
physi ci an
of the MIF capabilities; OH for appoi nt nent.

unit provides foll owup on

referrals to other departnents. * OH provides CA-17, conmand

light duty packet and a
copy of the initial
assessnent to
* OH forwards copy of the private physician
D spensary Permt to supervisor
and Safety, and a copy of the

pertinent entry on the SF600 * OH unit forwards copy

to I CPA after each wvisit. of the D spensary Permt
Supervisor calls OH unit to to supervisor and Safety,
clarify any questions. and a copy of the

pertinent entry on the
SF600 to | CPA.
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* Wirksite visit by OHunit to
determ ne appropriate work * OH provides support to
limtations. | CPA to clarify nedical
docunent ati on received
fromthe private
physi ci an.

* Enpl oyee reports to COH
unit upon return to work.
OH unit provides
fol |l ow up and
clarification of
limtations.

From CHBUMED Itr 12000 Ser 3B421/0143 of 21 Jun 91. CQccupati onal
Heal th Participation in Federal Enployee Act (FECA) Cost
Cont ai nnent .



Federal Employee’s Notice of QJ.S. Department of Labor

Traumatic Injury and Claim for Employment Standards Administration é)}
Continuation o Pay /Compensatlon Office of Workers’ Compensation Programs

Employee: Please complete all boxes 1 - 15 below. Do not complete shaded areas.

Witness: Complete bottom section 16.

Employing Agency (Supervisor or Compensation Specialist): Complete shaded

e

d c.
T

3.Dateof bith  Mo. Day  Yr. 4. Sex 5. Home telephone 6. Grade as of
( 1 A | [Male [JFemale | ( ) date of injury Level Step
7. Employee’s home mailing address (Include city, state, and zip code) 8. Dependents

[ wife, Husband
| [ children under 18 years
. [ other

10. Date injury occurred Time 11. Date of this notice 12. Employee’s occupation
Mo. Day Y Oam. Mo. Day Yr.

L | | J - Opm.| | | | J
13. Cause of injury (Describe what happened and why)

14. Nature of injury (Identify both the injury and the part of body, e.g., fracture of left leg)

Pz

& SIaniati;

s kel A R x s A N

15. | certify, under penalty of law, that the injury described above was sustained in performance of duty as an employee of the
United States Government and that it was not caused by my willful misconduct, intent to injure myself or another person, nor by

my intoxication. | hereby claim medical treatment, if needéd, and the following, as checked below, while disabled for work:

[ a. Continuation of re?ular pay (COP) not to exceed 45 days and compensation for wage loss if disability for work continues
beyond 45 days. If my claim is denied, | understand that the continuation of my regular pay shall be charged to sick
or annual leave, or be deemed an overpayment within the meaning of 5 USC 5584.

[ b. Sick and/or Annual Leave

BRERAS

Signature of employee or person acting on his/her behaif

Any person who knowingly makes any false statement, misrepresentation, concealment of fact, or any other act of fraud to obtain
compensation as provided by the FECA or who knowingly accepts compensation to which that person is not entitled, is subject to felony
criminal prosecution and may, under appropriate provisions, be punished by a fine or imprisonment, or both.

Have your supervisor complete the receipt attached to this form and return it to you for your records.

End of Employee Report

16. Stal

Name of witness Signature of witness - . Date signed

Address ‘ City State Zip Code

S T ——— e I u




Official Supervisor’s Re|

port: Please complete information requested below
PR Gy & . g

e @

g ]

OWCP Agency Code

17. Agency name and address of reporting office (Include city, state, and zip code

OSHA Site Code
Zip Code

18. Employee’s duty station (Street address and zip code) Zip Code
18. Regular 20. Regular

work Oeam. Clam. ?Negrk ,

hours  From: : Opm. To . Jp.m. schedule [JSun. [IMon. [CTues. [IWed. [thurs. [Fri. [sat.
21. Date X : 22. Date ! Yr. 23. Date Mo. :

of Mo. Day Yr. notiqe Mo, Day T, stopped o Day Yr . Jam.

injury | ! 1 | received | i 1 ) work | 1 ] ) Time .. O p.m.
24. Date Mo. Day Yr. 25. Date . Yr. 26. Date Mo. Yr.

pay 45 dag' Mo.  Day ‘ returned V> %Y ‘ CJam.

stopped | 1 | J period began | 1 ! j to work | ] 1 ] Time . Op.m.

27. Was employee injured in performance of duty? [_]Yes [JNo (if "No,” explain)

>

28. Was injury caused by employee’s willful misconduct, intoxication, or intent to injure self or another?[_]Yes (If "Yes,” explain) [_] No

28. Was injury caused |30. Name and address of third party (Include city, state, and zip code)
by third party?
Olyes [CNo
(If "No,”
goto
item 31.)
31. Name and address of physician first providing medical care (Include city, state, zip code) 32 First date Mo. Yr
medical care : '
received L 1 | il

33. Do medical
reports show Clyes [INo
employee is
disabled for work?

34. Does your knowledge of the facts about this injury agree with statements of the employee and/or witness? []Yes [_] No ( If "No,” explain)

35. Does the employing agency controvert continuation of pay? Yes (If "Yes,” explain) No 36. Pay rate

(See instructions for explanation of “controvert”) O - when employee
stopped wor
$ Per

e PR CE P IR LeaTE 3
]m Eifing instruttions -0 L 54
. cubaizAL. ;

37. A supervisor who kndwingly certifies to any false statement, misrepresentation, concealment of fact, etc., in respect t
may also be subject to appropriate felony criminal prosecution.

| certify that the information given above and that furnished by the employee on the reverse of this form is true to the best of my
knowledge with the following exception:

Name of supervisor (Type or print)

Signature of supervisor Date
Supervisor’s Title Office phone
38.Filing instructions  [T] No lost time and no medical expense: Place this form in employee’s medical folder (SF-66-D) - . »¢

] No lost time, medical expense incurred or expected: forward this form to OWCP
[J Lost time covered by leave, LWOP, or COP: ard this form to OWCP

~ CA-
G-5 (Rev. 3/86)

e A s e L T




Notice of Occupational Disease Q_s_ Department of Labor <(
and Clalm for Compensatlon Employment Standards Administration ?)

Office of Workers’ Compensation Programs

Employee: Please complete all boxes 1 - 18 below. Do not complete shaded areas.
Employing Agency (Supervisor or Compensation Specialist): Complete shaded boxes a, b, and c.

Employee Data .. s =
1. Name of employee (Last, First, Middle)

2.‘Sociél'sécurity Ndﬁ{bef

3.Date of birth  Mo.  Day  Yr. 4. Sex 5. Home telephone 6. Grade as of date
| I | ( ) of last exposure  Level Step
7. Employee’s home mailing address (Include city, state, and zip code) 8. Dependents
(O wite, Husband
_ - [ children under 18 years
Zip Code - [ other
Claim Information.:-.. ~

9. Employee’s occupation

10. Location (address) where you worked when disease or illness occurred (Include city, state, and zip code) 11. Date you first became
aware of disease
or iliness
Mo. Day Yr.
I D R
12. Date you first realized 13. Explain the relationship to your employment, and why you came to this realization
the disease or iliness Mo. Day  Yr.
was caused or aggravated
by your employment L | J

14. Nature of disease or illness

.

15. If this notice and claim was not filed with the employing agency within 30 days after date shown above in item #12, explain the reason for the delay

16. If the statement requested in item 1 of the attached instructions is not submitted with this form, explain reason for delay.

17. If the medical reports requested in item 2 of attached instructions are not submitted with this form, explain reason for delay."

Employee Signature

18. | certify, under penalty of law, that the disease or iliness described above was the result of my employment with the United States
Government, and that it was not caused by my willful misconduct, intent to injure myself or another person, nor by my intoxication.
| hereby claim medical treatment, if needed, and other benefits provided by the Federal Employees’ Compensation Act.

Signature of employee or person acting on his/her behalf Date
Have your supervisor complete the receipt attached to this form and return it to you for your records.

- . . vt
Any person who knowingly makes any false statement, misrepresentation, concealment of fact, or any other act of fraud to obtain

compensation as provided by the FECA or who knowingly accepts compensation to which that person is not entitled, is subject to felony
criminal prosecution and may, under appropriate provisions, be punished by a fine or imprisonment, or both.

G-6 CA-Z
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Official Supervisor’s Report of Occupanonal Disease- Please compiete informataon fequosted below
'Supervisor's Report s

..\f'f"" a S
18. Agency name, and address ot reportmg oﬂnce (Include c:ty, state, and zip code

AR Y ) e S
OWCP Agency Code

OSHA Site Code

Zip Code

20. Employee’s duty station (Street address and zip code) Zip Code
21. Regular 22. Regular

wogrk . a.m. Oam work .

hours From:  ° Opm Too = CJpm.| schedule [dsun. [Mon. [OTues. [OWed. Othurs. [Fri. [Csat.
23. Name and address of physician first providing medical care (Include city, state, zip code) 24, ;:r:é _datle Mo. Day Y

ica
care received L L L !

25. Do medical reports

show employee is COyes [TINo
disabled for work?

26. Date employee Mo. Day Yr. 27. Date and Mo. Da Yr.
first reported hour employee y Oam.
condition to L ! ! J stopped work L ! ! ] Time : Cp.m.
supervisor

28. Date and Mo. Day Yr. 28. Date employee was last Mo. Day Yr
hour employee’s Oam. exposed to conditions
pay stopped 1 ! ! ] Time . Clem alleged to have caused L ! | |

* : disease or iliness

30. Date Mo. Da Yr,
returned y OJam.
to work l ! ]

] Time . Clpm.

. it employee has returnec 10 work anc work assignment has changed, describe new duties

32. Was injury caused |33. Name and address of third party (Inciude city, state, and zip code)
by third party?
Cyes [TINo
If "No,”
go to
item 34.

Signature of Supervisor

34. A supervisor who knowingly certifies to any false statement, m:srepresemanon concealment of fact etc., in respect to tnls clasm
may also be subject to appropriate felony criminal prosecution.

| certify that the information given above and that furnished by the employee on the reverse of this form i is true to the best of my
knowledge with the following exception:

Name of Supervisor (Type or print)

Signature of Supervisor

Date
Sypcwisor’s Title

Oftice phone

Ca.2




o OMB Approval No. 44-R0887
RN _I—ua. DEPARTMENT OF LABOR LONGSHOREMEN'S AND HARSOR | 1. OWCP Ne.
: EMPLOYMENT STANDARDS ADMINISTRATION WORKERS® COMP ENSATION ACT

OFFICE OF WORKERS' COMPENSATION PROGRAMS

2. Corrier’'s No.

EMPLOYER'S FIRST REPORT OF INJURY

OR OCCUPATIONAL ILLNESS 3 Dore ond e el seedemn
. (R our
(See instructions on reverse - Leave items 1 and 2 blank) H I ' AM
— b d 1 R—
4. Neme of injured/ decessed employee (Type or print - first, M.1., last) S. Employee’s address (Na., St., Ciry, State, ZIP code)
Tetephone: .
6. Injury is reperted under the follow 7. Indicate where injury occurred 8. Sex , 9. Age or date of birth
ing ect (Mark enel) . (Longshofe Act only) (Mark one) Cis - -
R E:IL“'MM.. end Herbor N Aboard vessel or over navigable ] 10. Soclal Security No. (See statement on reverse)
Werkers’ Compensetion Act ) waters 7
8 [JDefense Bese Act ® [ Pioe/Whert 7. .
. € [Z] Ory dock 11. Did injury cause death?
Nenappropriated Fund Instre- — . . No []Yes - If yes, skip 10 16
c Dmnhliﬁ.. Act 0 [, Marine terminal —
e D Building wey 12. D':d ini'wy couse loss of time beyond day or D Yes
shift of accident? —
o Dg::ov Continentel Shelf Lands F [ Marine railway [ iNe
G r._—.l Other adjoining aree . ?}:“ 'ul‘ hiw' employes y Me., D"I Ye : Hour
€ DDiuﬁe’ of Columbic Compense- > b.:' "'."?:. : H H i ::
tion Act ouse 1" 24 “, ! ; i
14. Did empioyee stop werk 15, Date and Hour emplo od 16. Wes i doi suel work wh Y.
immediately? D Yes to work y yes retumm in'ws/’km:? “'f" . ‘l':'i '; > D o
CINe item 26) o expren in L Ne
om
17. Did injury/decth occur on D Yes 18. Dept. in which employee nomaily works(ed) 19. Occupation
employer’s premises?
C Ne
20. Date and Hour pay stopped 21. Which deys usually worked.per week? 22. Date empioyer
or foreman first
(Mark (X) days) S MT wWTEFES knew of accident
23. Wages or earnings (Include oven 24. Exact place where accident occurred (See instructions 25. How was knowledge of accident
time, ollowances, etc.) on reverse). This item should specify area if accident or occupational illness gained?
wos in moritime employment and occurred in area adjoining
e. Hourly s navigable waters.
b. Daily
c. Woeokly $
d. Yearly $

26. DESCRIBE IN FULL HOW THE ACCIDENT OCCURRED (Relate the events which resulited in the injury or occupational disease. Tell what
the injured was doing at the time of the accident. Tell what happened and how it happenes. Name any objects or substances invelved and tell
how they were invoived. Give full details on all factors which led or contributed to the accident.)

(Use additional sheet(s) if required and attach to this report)

27. NATURE OF INJURY (Name part of body offected —
froctured left leg, bruised right thumb, etc.) If there

\
'
'

was amputation of ¢ member of ﬂ\q body, describe. ;

1

28. Has medical attention 29. Enter date of outhorization 30. Was first treating 31. Has insurence
been authorized? D Yes . physicien chosen D Yes carrier been D Yes
G Neo by employee? D Neo notified? : No
| NAME ADDRESS — Enter number, St., City, State, ZIP code
32. Physician
33. Hospital

34. Insurance carrier

- r——.—.-——- —

3S. Employer
36. Nature of employer’s business . 37. Signature of person authorized to sign for employer
“I'38. Official vitle of person signing this report 39. Date of this report

FORM LS-202 Rev. Sept. 1977

L
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£

% nis form should be furnished by the employer to any emplayee covered by the Longshoremen’s Act or a related law who reports an occuputional inju

his/her employer.

lincus 10

ty o i

OMB Approval No: R-1547

U.S. DOEPARTMENT OF LABO
EMPLOYMENT STANDARDS ADMINISTRATION
OFFICE OF WORKERS® COMPENSATION PROGRAMS

NOTICE OF EMPLOYEE'S INJURY OR DEATH
Longshoremen’s and Harbor Workers’ Compensation Act, as extended
(See instructions on reverse)

1. Employee’s name (Last, first, middle) 2. Home mailing address (Number, street, city, state, ZIP code)
3. Date of birth : 4 CMal 5. Social security number (voluntary)| 6. Home telephone
(Month, day, year) ale &5 T Area code ° Number
(] Female — — ! :
7. Name and address of employer (Number, street, city, state, ZIP code} 8. Employee’s job title
9. Date of injury 10. Hour of injury 11. Place where injury occurred
(Month, day, year) Cam -
cefm
12. Name of supervisor at time of injury 13. Did employee stop work 14, If yes, date stopped
due to injury?

15. Cause of injury (Explain in what way the injury or occupational illness was caused by employment)

16. Effects of injury (Indicate parts of body affected or if death occurred)-

b NOTE: If reporting injury, employee signs item 17; if reporting death,
: claimant or representative signs item 18

17. 1 am requesting the employer named in item 7 to provide me appropriate compensation and medical care for my
injury, and [ hereby make claim for all benefits to which I may be entitled under the Longshoremen’s and Harbor
Workers’ Compensation Act, or a related law. :

Signature of Employee Dare

18. Request is hereby made to the employer named in item 7 to provide appropriate death benefits to the survivors of
the employee named in item 1, and a claim is hereby made for those death benefits to which these survivors may
be entitled under the Longshoremen’s and Harbor Workers’ Compensation Act, or a related law. .

Signature of Compensation Claimant or Representative Date
of Claimant

19. This notice is bei.ng personally delivered, or mailed, to the employer named in item 7 (or his representative) and a cpgy is
being sent to the Deputy Commissioner of the Office of Workers’ Compensation Programs by the party named in either

item 17 or 18 on this date.
N . f‘ \

Dote

JF-1C10 Ptd. in US.A. FORM LS-20t1 Rev. Apr. 1976
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